There is a real need for ancillary investigation to confirm the diagnosis and localization of a protruded or prolapsed intervertebral disc. Myelography using a fat-soluble medium is reliable in only 70-80 % of cases. A water-soluble medium is more reliable but requires a spinal anesthetic as it is irritating and is not without risk.
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Intra-osseous vertebral venography, by demonstrating the anatomical pattern of the vertebral veins, has been used in localizing or defining lesions of the vertebral column. This method was first introduced by Fischgold et al. (1952) . Since then Lessman et al. (1955) , Lessman & Perese (1960) and Schobinger (1960) have established this method in the United States of America.
Vertebral veins may be filled by injection of the dye into the spinous process of a vertebral body or the inferior vena cava. Some method, however, is necessary to encourage flow into the vertebral as opposed to the caval venous system. All these workers have used the technique of mechanically obstructing the inferior vena cava with an inflat-3X able balloon or sphygmomanometer cuff which is held against the abdomen by an abdominal binder or plastic plate held by a belt. Helander & Lindbom (1955) , however, noticed 'that in some cases a partial contrast filling of the vertebral veins was seen when no compression of the caval vein was applied but the patient was heavily straining'.
If the pressure in the caval system is increased by inflation of the lungs or forced expiratory effort the venous flow is directed towards the vertebral venous system. This has been shown in dogs by Henriques & Smith (1961, personal communication) who injected contrast media into the inferior vena cava at different pulmonary pressures and demonstrated a shunt into the vertebral veins if the pulmonary pressure was raised (Fig 1) .
One of us (J G S) has confirmed that this also occurs in the human, for this filling of the vertebral veins may be demonstrated by cineradio- Fig tained against the resistance of approximately 30 mm Hg by blowing into a sphygmomanometer tube. This very simple technique has been used to demonstrate the normal anatomy of the vertebral venous plexus (Fig 2) and to correlate any abnormality with myelographic and/or operative findings in patients with suspected prolapsed intervertebral discs (Fig 3) .
Technique A preliminary sensitivity test is done routinely by injecting 1 ml of 60% Urografin intravenously. Premedication with pethidine and chlorpromazine is given 45 minutes before the injection. The patient is placed prone. Using an aseptic technique, 1 % procaine is infiltrated into the skin and the spinous process of the selected vertebra which is usually the 4th lumbar, as this is more readily accessible than the 5th. The needle is inserted vertically into the spine with a firm rotatory movement. This avoids piercing the periosteum on either side. Only one attempt is permissible lest extravasation occur through a previous puncture. The position of the needle is correct if marrow is aspirated. 5 ml of procaine 1 % is injected into the medullary cavity and this is followed by 10 ml of 76% Urografin. After the first 2 ml has been injected the patient is told to start his expiratory effort and after a further 7-8 ml the radiograph is taken. Only one exposure in both antero-posterior and lateral projections is The actual vascular shadows may be more clearly shown if the venogram film is superimposed on a positive image of a plain film. A positive transparency is made of the plain X-ray taken immediately prior to venograph. When this is superimposed on the venogram the bone shadows cancel out and a clearer picture of the veins is obtained (Cronqvist 1961, personal communication) (see Fig 4) .
Avascular Necrosis of the Head of the Femur, after Fractures of the Femoral Neck in Children, and Perthes' Disease [Abridged] by A H C Ratliff FRcs (Southend-on-Sea, Essex)
The cause of Perthes' disease is not known but it is usually attributed to a disturbance of the blood supply of the head and neck of the femur. The aim of this paper is to describe the characteristics of avascular necrosis following a fracture of the femoral neck in a child, and to contrast these changes with those of Legg-Calve-Perthes disease. Treatment of fractures of the femoral neck in a -child has been discussed elsewhere (Ratliff 1962) . This paper is based on a study of 30 cases of avascular necrosis occurring in 71 children with a fracture of the femoral neck (42 %). This complication developed in children of all age groups, from 3 years old to 16; it usually occurred when the fracture was displaced (26), but in 4 patients there was never any displacement. Of the 30 cases of avascular necrosis, 23 followed transcervical fractures and 6 basal fractures. In one patient the precise level of the fracture is not known.
Patterns ofnecrosis
Avascular necrosis was diagnosed upon the characteristic radiographic appearances of increased density. Three patterns of necrosis were noted:
.... (1) Diffuse and accompanied by a total collapse of the epiphysis and metaphysis proximal to the fracture line (15 patients) ( Fig IA & B) . The radiographic appearances were simnilar to those observed after a fracture of the femoral neck in an adult.
(2) Localized and with minimal collapse of the epiphysis (7 patients). A coarse trabecular appearance of the femoral head sometimes appeared in later life.
